Introduction
Recent Australian aged care reform has shifted focus of community care to a model of consumer-directed care (CDC), whereby the older person and/or their carer are provided with more choice and flexibility in service delivery [1] . This reform places onus on community care organisations to meet the needs and preferences of older people, with older people now having the ability to move between services should they not suit their needs. Therefore, it is imperative for the aged care workforce to understand diversity including, but not limited to, gender, financial situation, cultural background and disability, to ensure appropriate and acceptable service provision for older people.
In 2011, the Australian Government Productivity Commission released the 'Caring for Older Australians' report, identifying the need for the aged care sector to deliver services appropriate for people from diverse backgrounds [2] . Diversity is what makes people unique [3] , with diversity-appropriate health care recognising the meaningful characteristics of a person and their impact on health care [4] . In response to the changing aged care services landscape, community care services must acknowledge and address individual needs and preferences of their diverse clientele. Improving knowledge, skills and attitudes of community aged care workers in diversity will be critical in this response, yet there is limited training for promoting inclusive health care.
To date, diversity training for community aged care workers has focused on training for specific diversity characteristics, such as cultural competence training [5] and understanding the impact of sexual identity on health care [6] . This type of training has merit, but the concept of intersectionality has challenged the traditional uniformity of health service delivery and the homogeneous categories to which people were assigned [7] . Intersectionality is premised on human experience being more than single characteristics, with people prioritising characteristics in their own unique way [8] . Health-care service delivery must respond through equity in access, policy and practice, with health professionals trained to understand that people are inherently different, with different needs and preferences [9] . Learnings from workforce training need to translate into practice to ensure meaningful outcomes for the person receiving care, with this translation relying on support at the person, team and organisational levels [10] .
Evidence-based diversity training for the community aged care sector through promoting inclusive health care, and underpinned by social identity theory, has now been developed by our team (C. Meyer, S. McMillan, C. Browning, A. Appannah, R. Ogrin, submitted), but implementation of principles into practice is more challenging. This study aims to obtain insights from front-line and managerial community aged care workers on their perspectives on diversity training, their learnings from the training and the perceived challenges of embedding diversity principles into practice following their training attendance.
Methods

Design
This study used an inductive thematic approach, with design, data collection and analysis adhering to the Consolidated Criteria for Reporting Qualitative Studies guidelines [11] .
Participants
The 'Promoting Inclusive Healthcare: Kaleidoscope of Diversity' workshop, with specified learning objectives (Box 1), was delivered in regional and metropolitan areas of each Australian State and Territory (n = 8). Recruitment for the workshop occurred via promotion through State/Territory and Commonwealth government departments, community aged care organisations, primary health networks, hospitals, peak bodies and individual known contacts.
All participants (n = 260) who attended the workshop were offered the opportunity to participate in a phone interview three months postworkshop. Participants were categorised as managers, defined as staff having no direct contact with community-dwelling older people, or frontline workers, defined as staff having direct contact with older people, including nurses, allied health professionals and personal care workers. Clear explanation of the research with opportunity for questions was given to all participants as part of the workshop, with written informed consent and preferred contact details obtained prior to the completion of the workshop.
Data collection
Telephone contact was made with all consenting participants three months postworkshop (n = 90). Semi-structured telephone interviews using preformulated questions (Appendix S1, Supporting information) were conducted by AA, an experienced female researcher with a psychology background, at a mutually convenient time. Interview questions related to: (1) learnings from the training, (2) barriers and opportunities to action planning and (3) embedding diversity into practice. Interviews were audio-recorded and professionally transcribed verbatim.
Data analysis
Time and resource constraints limited the analysis of all 90 interviews. To gain a representative sample for analysis, interviews were randomly selected (via computerised random number generation) from stratification of State/Territory of attendance (n = 8); regional/metropolitan location within the State/Territory; and work role of manager or front-line worker. Regional areas were classified as a population of <100 000 people [12] . Two interviews, where available, were taken from each stratification (up to six interviews per State/Territory), with a total of 39 interviews deemed sufficient for data analysis and data saturation.
Two authors (AA and CM) independently analysed the data, using open coding for initial themes, based upon interview questions. Codes were applied to meaningful chunks of data, grouped according to similarities and differences and contextualised [13] . A third reviewer (RO) was used to discuss any discrepancies. NVivo software was used to assist data management. Member checking of transcripts was not used given the time and resource constraints of the participants.
Validity and reliability/rigour
To ensure trustworthiness of data and analysis, steps were taken to ensure credibility, transferability and confirmability [14] . Credibility was demonstrated by establishing rapport and trust between the researcher and participants • Identify a broad range of diversity characteristics of older people.
• Define diversity for the community aged care context.
• Examine their own perspective and awareness in relation to diversity.
• Examine how diversity characteristics impact the ability to participate in health care.
• Determine practice interventions and/or policy initiatives to improve service provision for older people tailored to their diverse needs.
• Examine organisational barriers and opportunities for supporting older people's diverse needs.
through workshop participation prior to the interview. Conflicting and contradictory comments were reported. Transferability of this research occurred through providing comprehensive description of the data, thus allowing readers to draw inferences to their own experience. Confirmability is possible through the audit trail of audiorecordings, verbatim transcriptions and data analysis files.
Ethics
Ethics approval was granted by Bolton Clarke Human Research Ethics Committee (project no. 164, approval no. 150005).
Results
Participants A total of 260 people across each Australian State and Territory attended the workshops (metropolitan (n = 133) and regional (n = 127); managers (n = 107) and front-line workers (n = 153)), with all attendees offered an interview three months postworkshop. Victoria was used as the pilot site with the data analysed and reported separately (C. Meyer, S. McMillan, C. Browning, A. Appannah, R. Ogrin, Submitted). The remaining States/Territories had 129 (50%) workshop participants who agreed to be phoned (metropolitan (n = 74) and regional (n = 55); managers (n = 59) and front-line workers (n = 70)), with 90 (35% of total attendees) undertaking the interview (metropolitan (n = 51) and regional (n = 39); managers (n = 46) and front-line workers (n = 44)) The geographical spread of the 90 interviewees was Canberra (n = 5), New South Wales (n = 12), Northern Territory (n = 12), Queensland (n = 10), South Australia (n = 16), Western Australia (n = 14) and Tasmania (n = 21). Thirty-nine workshop attendees agreed to be phoned but did not participate for reasons of lack of time, change of work role, on annual leave or retired. On average, phone interviews were 17 minutes in duration (range: 7-30 minutes) and were conducted between May and December 2016. Thirty-nine interviews were analysed. Interview analysis occurred for 16 managers and 23 front-line workers, 25 from metropolitan areas and 14 from regional areas.
Five themes were identified through thematic analysis related to: (1) key learnings from the training, (2) embedding diversity into practice and (3) barriers and opportunities to action planning: 'raising awareness'; 'reserving judgement'; 'confidence and empowerment to embed diversity into practice'; 'communicating effectively'; and 'thinking about change . . . but'. Illustrative quotes from participants are presented below.
Raising awareness
Raising awareness of diversity in its broadest sense was mentioned by most participants as being a key positive learning of the workshop, with surprise noted that it was beyond cultural diversity and was relevant to each person: I would probably have thought diversity training would be more for specific things like gender or race or religion, but no. . .. I came away thinking, no it's relevant to every single person really. . .. I came away thinking in a much broader way. (FW no. 47, metropolitan) Raising awareness of diversity for participants also entailed understanding the nuances of the person in care, recognising the interplay of characteristics, and allowing for more positive interactions:
We might see someone as "just another old woman over there", but they've got all these little things like we all do that make them up as a person. If we can find out as many of those things as possible it goes a long way into us understanding them and being able to provide that individualised service. (FW no. 100, metropolitan)
Reserving judgement
Workshop participation encouraged reflection on unconscious bias by participants, those biases that everyone has based on life experience. An acknowledgement of their own biases was a key learning from the workshop, per- Confidence and empowerment to embed diversity into practice Workshop participants were asked to formulate a small, feasible action plan related to diversity by workshop conclusion. Action plans addressed organisation-wide, team and/or individual changes and were implemented after the workshop with various degrees of success.
A positive outcome was that the workshop prepared participants to confidently start a conversation related to diversity characteristics, whether that be with the older people in their care or as part of the team:
I have some more confidence I suppose in asking questions instead of just assuming if they're from this country then they'll need an interpreter of this language. I suppose just feeling more confident to ask . . . is there anything that we need to do to be sensitive to your belief systems. (FW no. 30, metropolitan) Some front-line workers verbalised a sense of disempowerment to make changes within the organisation through lack of opportunity and role constraints:
There wasn't anything very much because I can't . . . everything is so tied up in the government process, there's not a lot we can really change . . . we haven't got a lot of leeway to move things. (FW no. 67, metropolitan)
An open mind to embedding change into practice was evident for some, but others felt embedding into practice was the domain of management or not relevant to those with little face-to-face contact with older people:
I thoroughly enjoyed it but the fact that we can't really implement any of the stuff that we talked about . . . it was a bit wasted on the carer . . . you really needed people, the co-ordinators, the people that organise care plans and that sort of stuff. (FW no. 75, regional) I found it quite beneficial, even though I've worked in the industry for a while, because there's always new approaches and thoughts to working in those diverse environments as well. (M no. 28, metropolitan)
Communicating effectively
Participants perceived that embedding diversity principles into practice was reliant on respectful communication through active listening, building rapport and use of inclusive language.
Inclusive language is critical to effective communication with older people and was perceived positively as a core concept of the workshop. Participants stated their understanding of its importance, yet found it challenging to incorporate in conversations with older people:
Inclusive language. . .. I think that was something that we all sort of trip up on sometimes and I know I do. I think it was good to . . . if we said something we could call each other out on it . . . it was interesting because the things that we say all the time that you don't even think about. (FW no. 100, metropolitan)
Training participants found that eliciting information from older people required a balance between privacy and openness. Active listening and building rapport were paramount: Thinking about change . . . but Embedding change into practice was seen by participants to be fraught with challenges, including time or organisational pressures, constraints of the worker's role or wider systemic issues.
Constraints of a worker's role featured strongly within the interviews, reflected as their perceived inability to enact the diversity principles into practice:
At the moment we are going through a restructure . . . Participants noted that implementing diversity into practice for an organisation required the entire team (from managerial staff through to front-line workers) to work together for a common goal, with participants challenged by lack of face-to-face interactions and organisational constraints:
[We are] still [using] the same paperwork . . . that we've got to follow, so to me it's higher up that needs to change . . . the style and the paperwork. (M no. 66, metropolitan)
Competing priorities within the work environment meant that action planning for diversity was, at times, shelved and to be addressed at a later stage:
Staff shortages have set me behind a bit . . . but we still need to develop a whole new diversity and inclusiveness [policy]. Before we had the equity policy and special needs policies, so they've been updated a bit, but we need a totally different one. (M no. 43, regional)
Discussion
This study provided unique insights into the perceptions of community aged care workers on diversity and the promotion of inclusive health care. This study shows that diversity training can raise awareness of diversity concepts, promoting the reservation of judgement about stereotyping older people and promoting the understanding of barriers to, and opportunities for, embedding diversity principles into practice. Views have been gathered from front-line workers and managers, from regional and metropolitan areas of all Australian States and Territories. Embedding diversity into practice appears to be both constrained and enhanced by individual behaviour change and organisational policies and procedures, with this study adding a unique perspective to the Australian consumer-directed environment of aged care services.
When changing behaviour, one of the first key steps is 'raising awareness'. Psychological theory that underpins diversity training shows that informing and enlightening techniques raise awareness of a person's own biases and prejudices, but do not alleviate categorisation of people into 'other' categories, based on perceived difference [15] . This workshop drew on social identity theory, whereby people may belong to several groups at once, leading to a reflection on similarities between people rather than difference [15] . Within the interviews, there appeared to be a growing awareness of diversity beyond cultural diversity, an 'eye-opener' for people who had previously only been exposed to cultural competency training. Cultural competency training has absolute merit within health care, critical to understanding the impact of culture on health and illness beliefs [16] . However, viewing an older person through a single lens, such as cultural background, is narrow and does not allow for the intersection of characteristics that makes up the full breadth of human experience [8] .
Human experience is coloured by a person's social and cultural context [8] , absorbed into consciousness as potential bias and prejudice, with possible health inequity outcomes. Implicit bias, described as unintentional, possibly unconscious, bias [17] , has been noted among health professionals to contribute to health inequities [18] . Participants in this study had opportunity to reflect on their own implicit bias and how it may impact an older person's ability to participate in their health care. By 'reserving judgement' and opening their minds, participants could see previously overlooked positives and strengths in the older person. Participation in health care is a key component of the current Australian aged care reform, with CDC encouraging wellness and reablement [1] rather than a 'doing for' culture. 'Reserving judgement' of previously held stereotypes related to a person's ability is a crucial component in promoting the strength-based approach necessary for supporting the objectives of this aged care reform.
'Embedding diversity into practice' is related to both individual behaviour change, commencing with raising awareness and reserving judgement as above, and organisationwide directives. From an individual perspective, gaining 'confidence' to begin a conversation related to diversity was critical. CDC promotes choice and flexibility in service provision, with older people in control of their allocated funding [1] . This translates to older people being able to change their service provision should they feel their care does not meet their needs, which may be more likely if meaningful diversity characteristics are not acknowledged or addressed. Diversity is the presence of a meaningful characteristic that influences identity of a person and the way of life of that person [4] , and it is imperative that health-care professionals should be confident to elicit and discuss these characteristics. Front-line workers, in contrast to managers, expressed a sense of disempowerment in 'embedding diversity into practice', or alternatively feeling it was not their role. Engaging in change management relies on the pivotal role of leaders to cultivate an environment conducive to change [19] . Possibly, sufficiently supportive processes were not in place, rendering individuals powerless to change. Empowering front-line workers potentially leads to better quality of care and promotion of worker satisfaction and retention [20] , with suggestions regarding work modification and involvement in decision-making contributing to worker empowerment [21] .
'Communicating effectively' is vital to building the rapport necessary to elicit and discuss meaningful diversity characteristics. Frequently cited is the sender-receiver model of communication, a basic model for understanding communication between a sender and a receiver [22] . The 'noise' within this model, that is anything that may affect the communication flow or receipt of the correct message, is critical and encompasses experience, culture, attitudes, values, knowledge and feelings of all involved parties. Communication is multidirectional in nature, not unidirectional, as per historical perceptions of the 'patient' being a passive recipient of information [23] . Modern patient-centred care approaches to interactions with older people place meaningful communication at the centre [24] . The importance of communication in health care, both for individual interactions and in planning and policy, continues to be recognised as essential [23] . At the core of communication, for inclusive health care, is the use of inclusive language, that is 'language that is free from words, phrases or tones that reflect prejudiced, stereotyped or discriminatory views of particular people or groups' ( [25] , p. 2), with ageist communication associated with poor health outcomes for older people [26] . Most interviewees mentioned inclusive language, highlighting the importance of how words and phrases are spoken during direct care, and the way older people are spoken about outside of direct care situations. Language is a powerful tool that can impact health, wellbeing and health-seeking behaviours, with phone, post and in-person encounters all being opportunities to ensure respectful communication [27] . Overall, participants of the workshop felt better prepared to use and promote inclusive language with older people and with colleagues. Embedding change into practice is often fraught with the challenges of time and role constraints, together with organisational or wider system pressures. Some participants were 'thinking about change, but' were faced with obstacles that limited workshop learnings being moved into practice. Implementation into practice is complex and multifactorial, with components such as resources, end-user requirements, leadership engagement, individual level of self-efficacy, and the opportunity for planning and reflection all contributing to implementation effectiveness [10] . A whole-of-organisation approach was suggested by interviewees as necessary to embed diversity training into practice. The next component of our research includes formative evaluation to identify the implementation effectiveness in each participant's organisational context [10] .
The identified themes from this study are of relevance to the current philosophy of CDC in the Australian aged care system. In other literature, older people have identified the need for trusting and reciprocal relationships [28] , responsive services with choice of provider(s) and support worker(s) [29] . For such needs and wishes to be realised, diverse characteristics that are meaningful to the older person and their carer must be identified: firstly, through awareness of diversity and own biases and prejudices; and secondly, organisational support to ensure front-line workers have capacity and capability to embed diversity principles into practice.
This study is limited by the generalisability of findings to the broader community aged care sector across Australia. An attempt was made to ensure representation from managers and front-line workers, and from regional and metropolitan areas. Occasional reference was made to State/Territory-based differences in individual diversity and organisational/governmental response to diversity, but there were insufficient data for nuanced understanding, leaving a gap to be filled with further research. Evaluating the perspectives of the community aged care workers is important, yet it is the clinical impact for the older person receiving services that is of greater importance, with this addressed in a separate paper being prepared for publication.
Conclusions
The principles of diversity delivered in the workshop were positively received, yet implementation into practice is challenging. Future work is necessary to ascertain whether engaging support from workforce colleagues and the broader organisation is sufficient to facilitate embedding diversity training into practice.
This study provided insights into embedding diversity principles into practice for the community aged care sector. Key recommendations from the findings include the following:
• Promotion of inclusive health care which is underpinned by raising awareness of bias and prejudice, particularly of unconscious bias, and the ability of bias and prejudice to impact an older person's ability to participate in a CDC environment.
• Building rapport through communication that is focused on an effective two-way dialogue, with inclusive language at its core.
• Embedding diversity principles into practice through an understanding of individual, organisational and wider system constraints.
